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Aim: The objective of this study is to analyze the commitment to a more health-promoting 
health service and to illuminate important barriers for having a health-promoting role in daily 
practice, among Swedish health care professionals.
Material and method: Out of a total of 3751 health professionals who are working daytime 
in clinical practice in the province of Västerbotten, 1810 were invited to participate in a survey. 
The health professionals represented eight different occupational groups: counselors, dieticians, 
midwives, nurses, occupational therapists, physical therapists, psychologists, and physicians. 
A questionnaire that operationalized perceptions found in a previous qualitative study was 
mailed to residential addresses of the participants.
Results: The majority believed that health services play a major role in long-term health devel-
opment in the population and saw a need for health orientation as a strategy to provide more 
effective health care. Willingness to work more in health promotion and disease prevention was 
reported significantly more often by women than men, and by primary health care personnel 
compared to hospital personnel. Among the professional groups, psychologists, occupational 
therapists, and physiotherapists most frequently reported willingness. The most common bar-
riers to health promotion roles in daily practice were reported to be heavy workload, lack of 
guidelines, and unclear objectives.
Conclusions: This study found strong support for reorientation of health services in the 
incorporation of a greater health promotion. A number of professions that are not usually asso-
ciated with health promotion practices are knowledgeable and wish to focus more on health 
promotion and disease prevention. Management has a major role in creating opportunities for 
these professionals to participate in health promotion practices. Men and physicians reported 
less positive attitudes to a more health-promoting health service and often possess high positions 
of power. Therefore, they may play an important role in the process of change toward more 
health promotion in health services.
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Introduction
The 1986 Ottawa Charter stressed reorienting health services to more health promotion 
as one of the five important developing action areas to more effectively contribute to 
population health.1 However, an international evaluation over the first 20 years revealed 
that this part of the strategy had the least successful implementation.2 There was still 
significant imbalance between treatment and care versus health promotion activities.
Based on the determinants of health, a new Swedish national public health strategy 
was adopted by the parliament (Riksdag) in 2003 and updated in 2008.3,4 One of the 
11 objective domains called for more health promotion in health services. Even if Journal of Multidisciplinary Healthcare 2010:3 submit your manuscript | www.dovepress.com
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Swedish public health has a long history, the health services 
have a long way to go before they sufficiently embrace the 
idea of health promotion.5
The implementation of a more health-oriented health 
service is a multifaceted and complex process. It requires 
changes in professional behaviors and working methods as 
well as changes in organizational cultures and structures.6 The 
outcome depends on the interaction among the innovation 
itself, the intended adopters, and the context.7 The intended 
adopters (ie, the health professionals) are those who will take 
the operational decision on whether to deliver the ‘news’.6 
Accordingly, they play a key role in the implementation 
process. If the goal of ‘more health promotion in health 
services’ is compatible with the health professional’s own 
values, norms, and perceived needs, the prospects of a suc-
cessful implementation will increase.7
With the overall objective of developing strategies for 
more health promotion in health services, focus group 
discussions were carried out with representatives from 
seven professional groups working in Swedish hospitals and 
primary health care settings in 2004 and 2005. The majority 
of informants perceived their role in health promotion 
practices as meaningful and valuable, and expressed visions 
of developing the role. At the same time, they felt limited 
by existing values, structures, and resources.8,9 Since the 
qualitative study addressed health professionals as a group, 
thus generating a spectrum of views and perceptions, the 
question was raised as to whether and to what extent the 
different views and approaches are represented in different 
professional groups. Therefore, the perceptions generated 
by the qualitative study resulted in formulation of questions. 
These questions were then used in a survey addressed to 
health workers in various categories.
This article reports findings from this specific study, 
analyzes the commitment to greater health promotion in 
health services, and illuminates important barriers for health 
promotion in daily practice.
Methods
setting
The Swedish system offers universal access to health care. 
Health services are provided by 21 county councils/regions 
that are autonomous, publicly elected, and governed with 
taxation rights. This study was conducted within the Väster-
botten county council. The county council administers two 
local hospitals, one university hospital, and 36 primary health 
care centers, and provides health and medical services for 
about 255,000 inhabitants.
Participants
There are a total of 3751 health professionals who work 
daytime in clinical practice and represent eight different occu-
pational groups. All counselors (n = 141), dieticians (n = 29), 
midwives (n = 138), occupational therapists (n = 135), 
physical therapists (n = 224), psychologists (n = 114), and 
junior physicians (n = 317) were selected. As the groups of 
nurses and senior physicians were so large, a selection was 
made from a list. One of every five nurses (n = 409) and 
one of every two senior physicians (n = 303) were selected. 
Altogether 1810 were invited to participate in the study, of 
which 72% were women.
Procedure
The questionnaire used perceptions found in a previous 
qualitative study by Johansson et al8,9 and was pilot-tested 
by 20 health professionals with varying educational and 
work experiences. The pilot testers were asked to answer the 
questionnaire and make their judgments on whether the items 
were comprehensible and relevant. Four of the pilot testers 
also participated in the focus group discussions.
The final version of the questionnaire was mailed with 
a postage-paid reply envelope to participants’ residential 
addresses. Reminders were sent twice, and the last reminder 
included a copy of the questionnaire. The aim and content of 
the survey were described to participants in an introductory 
letter. They were informed that participation was voluntary 
and that confidentiality would be secured throughout the 
research process. Those who decided not to participate could 
avoid being sent reminders by returning the questionnaire 
unanswered. The study was approved by the local Ethics 
Committee at the Faculty of Medicine, Umeå University.
Measures
The questionnaire consisted of three parts. The first part 
assessed demographic variables including sex, date of birth, 
profession, years in profession, workplace (hospital, primary 
health care center, and others), and field of work (clinical 
work, research, and teaching).
The second part had seven items related to the health 
promotion and disease prevention role, four of which are 
reported in this article. As an introduction to this part of 
the questionnaire, the definitions of health promotion and 
disease prevention were given as follows: ‘Health promo-
tion is normally understood as a measure that is based on 
knowledge of what promotes good health, so-called healthy 
or protective factors. A mobilization of these factors leads 
both to increased resistance to illness and to faster recovery Journal of Multidisciplinary Healthcare 2010:3 submit your manuscript | www.dovepress.com
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from illness. Disease prevention is based on knowledge of 
what causes ill-health, so-called risk factors. The aim is to 
prevent specific disease or injury. In health care it might be 
difficult to make a clear distinction between health promotion 
and disease prevention’.
To determine health professional’s general attitudes 
toward more health promotion and disease prevention in 
health services, they were asked to rate a list of statements 
on a 4-point Likert scale (‘strongly agree’, ‘partly agree’, 
‘partly disagree’, ‘strongly disagree’). Answers were 
dichotomized into two categories: ‘agree’ and ‘disagree’. 
Willingness to develop health promotion and disease 
prevention roles was measured with a single question: 
‘Do you work in a health promotion and disease prevention 
manner to the extent you wish?’ (Yes/No, I want to work 
less/No, I want to work more). Respondents who marked 
‘No, I want to work more’ were also asked to report bar-
riers to health promotion/disease prevention roles in daily 
practice by selecting any number of 12 potential barriers. 
The response alternative ‘other’ had the opportunity to 
add comments.
The third part of the questionnaire contained four 
questions on the concept of health and will be reported 
elsewhere.
statistical analysis
PASW Statistics 18 software (SPSS Inc., Chicago, IL) was 
used for descriptive analyses. Sampling weights for each pro-
fessional group were used when estimating proportions (ie, 
number in target population/number of respondents). χ2 tests 
were used when comparing groups. P values , 0.05 were 
considered significant. Since weights were used when esti-
mating proportions, Stata 10 software (Stata Corp, College 
Station, TX) was used to calculate P values that accounted 
for weighting.
Results
response rate and respondents 
characteristics
Twenty-four of the invited health professionals were later 
excluded for not meeting inclusion criteria (ie, they did not 
work during daytime in clinical practice). This left a sample of 
1786 individuals. Of those, 688 individuals did not return the 
questionnaire (nonrespondents) and 135 returned the question-
naire unanswered (nonrespondents). Out of the remaining 963, 
12 were excluded for not confirming inclusion criteria (nonre-
spondents). Consequently, the respondent group consisted of 
951 individuals of whom 750 (79%) were women.
The overall response rate was 53% (951/1786) and varied 
between men (40%) and women (59%). Response rates also 
differed by professional groups: dieticians (66%), occupa-
tional therapists and physiotherapists (63%), psychologists 
(62%), nurses and midwives (58%), counselors (57%), and 
physicians (40%).
Table 1 shows the distribution of respondents by profes-
sion, sex, years in profession, workplace, and involvement 
in research/teaching. The mean age was 45 years (range 
24–68 years) and mean years in profession were 16 (range 
0–42 years). A majority (71%) worked in hospitals, 25% at 
primary health care centers, and 4% in other types of   settings 
(eg, psychiatric treatment center, youth health clinic). In 
total, 20% of the respondents were involved in research and 
22% in teaching. Ten percent were involved in both research 
and teaching.
Attitudes toward more health  
promotion in health services
Health professionals’ attitudes toward more health promo-
tion in health services are presented in Table 2. Ninety-six 
percent of respondents believed that health services play 
a major role in long-term health development within the 
population. Almost as many (93%) also believed that health 
promotion and disease prevention are the responsibility of 
the entire health service, although 65% of men and 54% 
of women reported that it is primarily the responsibility of 
primary health care. Compared to hospital personnel (45%), 
primary health care personnel (69%) were more likely to 
report that health services should make prevention the priority 
rather than treatments. Among the eight different profes-
sional groups, the corresponding figures varied between 
38% (physicians) and 79% (dieticians). Ninety-two percent 
agreed that health orientation, as a strategy, is necessary to 
provide more effective health care. Overall, men and physi-
cians held less positive attitudes to more health promotion 
in health services.
Willingness to do more health  
promotion and disease prevention
Fifty percent of respondents reported that they work in health 
promotion and disease prevention to the extent they wish, 
2% stated that they want to work less, and 45% were willing 
to focus more on health promotion and disease prevention 
(3% missing responses). Figure 1 shows that willingness to do 
more health promotion and disease prevention was reported 
significantly more often by women (50%) than men (34%), 
and by primary health care personnel (59%)   compared to Journal of Multidisciplinary Healthcare 2010:3
Table 1 number of respondents in various categories
Counselor Dietician Midwife Nurse Occup. 
therapist
Physician Physio- 
therapist
Psycho- 
logist
Total
sexa
  Men 6 1 0 34 4 113 28 14 200
  Women 73 18 78 203 81 130 112 55 750
Years in professionb
  0–8 16 7 17 67 16 92 32 29 276
  9–17 6 6 23 61 44 57 61 15 273
  18–28 28 5 19 57 19 55 28 15 226
  29–42 27 1 19 47 5 35 16 10 160
Workplace
  Hospital 56 11 50 182 147 191 78 58 673
  PHcc 14 7 24 50 35 49 59 5 243
  Other 9 1 1 5 3 4 3 6 35
Field of work
  research
    no 9 11 71 212 76 143 124 54 761
    Yes 70 8 7 25 9 101 16 15 190
  Teaching
    no 70 10 63 198 78 151 130 53 744
    Yes 9 9 15 39 7 92 20 16 207
Total 79 19 78 237 85 244 140 69 951
Notes: aPhysicians one missing value; bMissing values (n = 16).
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hospital personnel (43%). Among the   professional groups, 
figures varied between 70% (psychologists) and 38% 
  (counselors). Subgroup analyses found that female physio-
therapists working at primary health care centers were most 
likely (81%) and male counselors (22%) and male physicians 
(28%) working in hospitals were least likely to be willing 
to work more in health promotion and disease prevention 
(data not shown).
Barriers for health promotion in practice
On an average, respondents reported 3 out of 12 barriers 
(range 1–12). The distribution of reported barriers, with 
respect to sex, workplace, profession, years in profession, 
and involvement in research and teaching, are represented 
in Table 3. Figure 2 shows that the most commonly reported 
barrier was heavy workload (70%), followed by lack of guide-
lines (47%) and unclear objectives (40%). Figure 3 reveals 
that heavy workload emerged as a greater problem for all 
professional groups who work at primary health care cen-
ters compared to those who work in hospitals. As a group, 
physicians (84%) were most likely, and psychologists least 
likely (55%), to report heavy workload as a barrier for health 
promotion in practice (Table 3).
In decreasing order of frequency, low priority from the 
management was the fourth barrier (31%). Those involved 
in teaching were more likely to report this barrier (49%) 
compared to those who were not teaching (27%).
Limited competence was not shown to be a major problem 
for health promotion. With the exception of the physicians, 
all professional groups experienced their health promotion 
competence as not asked for/used in an optimal way as more 
important than limited competency (Table 3). For example, 
70% of occupational therapists who work at primary health 
care centers stated that their health promotion competency 
was not asked for/used in an optimal way. Only 7% reported 
that their competency was limited (data not shown).
Table 3 shows that in addition to being a physician, 
reporting limited competency was significantly associated 
with few (0–8) years in the profession. Among physicians, 
hospital employees were more likely to report this barrier 
compared to those who work at primary health care centers 
(30% versus 7%, results not shown). Subgroup analyses 
of respondents with 0–8 years of professional experience 
revealed that 65% of nurses working at primary health care 
centers and 44% of physicians working in hospitals reported 
limited competency (data not shown).
Discussion
Limitations
A complicating factor in a study like this is that there are 
different interpretations of what constitutes health promotion 
and the relationships between health promotion and disease 
prevention. Our previous qualitative study demonstrated that 
some informants (physicians) clearly distinguished between Journal of Multidisciplinary Healthcare 2010:3 submit your manuscript | www.dovepress.com
Dovepress 
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0
Total
Men
Women
Hospital personnel
Primary health care personnel
Psychologist
Occupational therapist
Physiotherapist
Dietician
Nurse
Midwife
Physician
Counselor
46
34
50
43
60
70
65
60
48
46
44
41
38
10 20 03 40
Percent
50 06 70 80
Figure 1 reported willingness to focus more on health promotion and disease prevention, by sex, workplace, and profession (P , 0.001).
health promotion and disease prevention measures and were 
willing to take on prevention but not health promotion.8 
The fact that the terms were used together in the questionnaire 
might have affected the response rate as well as the outcome. 
The aim with the question ‘Do you work in a health promo-
tion and disease prevention manner to the extent you wish’ 
was intended to capture willingness to change. However, we 
are not able to tell the extent to which health professionals 
viewed health promotion as a part of their professional role 
or considered themselves to be doing health promotion and 
prevention in daily practice.
A number of reports show that studies of this nature usu-
ally do not have high response rates. A review by Cook et al 
showed that response rates to postal surveys of health care 
professionals were low and probably declining.10 Between 
1996 and 2005, Cook et al found a mean of response rates of 
56% with no significant difference between different types 
of surveys of health care professionals. In our study, the 
response rate was 53% and considerably lower among men 
and physicians. We have also been able to determine the 
response rates for some professional groups that work at pri-
mary health care centers (64% of counselors, 75% of nurses, 
71% of occupational therapists, and 74% of physiotherapists). 
These show a higher response rate among primary health care 
personnel compared to hospital personnel. Besides the pos-
sibility of limited interest in health promotion, there are other 
possible explanations of nonresponse. First, we believe that, 
in addition to the 24 individuals who were excluded from the 
sample group because they were not clinically active, there 
were a number of nonrespondents because of long-term sick 
leave and leave of absence, cessation of employment, etc. 
These individuals should have been excluded from the sample 
group, and should not have received the survey. Second, 
the questionnaire was time-consuming and issues required 
special consideration, and this may have contributed to some 
decisions not to participate.
commitment to more health  
promotion in health services
From a general viewpoint, health professionals are commit-
ted to the idea of more health promotion in health services. 
The vast majority believed that health services play a major role 
in long-term health development within the population and saw 
a need for health orientation as a strategy for providing a more 
effective health care. About half of the health professionals 
reported a willingness to develop their own health promotion 
and prevention role. A previous study among nurses showed 
that the nurses most interested in this development were those 
who already routinely practice health promotion.11
Not surprisingly, personnel working at primary health 
care centers were significantly more interested in develop-
ing health promotion and prevention than hospital person-
nel. This finding indicates a need to clarify the benefits of 
health promotion within the hospital settings. For example, 
Bensberg et al illustrate well the numerous opportunities to 
enhance health promotion in hospital emergency settings.12
The study also shows that women are significantly more 
interested in development of health promotion compared Journal of Multidisciplinary Healthcare 2010:3 submit your manuscript | www.dovepress.com
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to men. This finding is in line with international research 
on physicians. Female physicians are found to have more 
favorable attitudes toward health promotion and to engage 
in more health promotion and prevention services and 
counseling activities.13–18 The gender effect is rarely dis-
cussed, but Henderson and Weisman suggest that female 
physicians may be more prevention-oriented and that gender 
differences in communication styles may facilitate different 
types of encounters.15 An assumption can be made that men, 
as a means of demonstrating masculinity, are less likely to 
adopt healthier beliefs and behaviors than women,19,20 and 
that personal health habits correlate with prevention-related 
counseling and screening practices.21 The social structuring 
of gender in society also affects the occupational choices 
of women and men in health care.22 A study among recent 
health care professional graduates found differences in both 
current and preferred working areas between male and female 
physiotherapists and nurses.23 The fact that such assignments 
are gender coded, ie, interpreted as feminine or masculine, 
also implies that they are given different value and status.24 
The literature claims that men are escaping from caring and 
‘body-close’ areas, and choosing to work in more acute and 
technical areas with higher status.22 The highest status or 
prestige is accorded to active, specialized, biomedical, and 
high-technological areas of medicine that are focused on 
organs in the upper body.25,26 How health promotion and 
prevention measures are ranked according to prestige has not 
been explored. Men and women may rank them differently. 
The conceptualization of health promotion as a term and what 
constitutes health promotion may also differ between men 
and women. Health promotion, compared to prevention, may 
be more strongly associated with long-term commitment, 
process, and communication, and thereby appeal more to 
women than men. Another possibility is that health promo-
tion activities are more feminine-coded than prevention, and 
therefore given lower value and status.
The fact that psychologists, physiotherapists, and occu-
pational therapists were most interested in role development 
is interesting given that health promotion practices usually 
are associated with (primary health care) nurses and physi-
cians. However, health promotion is a multidisciplinary field 
and our result clearly shows that other professional groups 
perceive themselves as important providers of health pro-
motion and disease prevention. Using psychologists as an 
example, Wahass argues that health promotion is a legitimate 
practice because psychologists are trained in the evaluation 
of human behaviors and play a major role in understanding 
how biological, behavioral, and social factors influence health 
and illness.27 Psychologists can help people modify their 
behaviors and lifestyles to prevent and recover from health 
problems.27,28 However, psychologists may have been too 
preoccupied with repairing damage rather than focusing on 
building strength and resilience.29
Counselors’ expertise is psychosocial work. Within 
health care, counselors are responsible for the investigation, 
assessment, and treatment of psychosocial problems related 
to patients’ state of ill health, care, and rehabilitation.30 Based 
on a salutogenic perspective and psychosocial knowledge, 
counselors make up a profession that contributes to a holistic 
view of humankind within the ‘medical world’.30 In this light, 
it is surprising that counselors, as contrasted to psychologists, 
were least likely to report willingness to work more in health 
promotion and prevention. Based on their competence and 
ideological perspectives, ie, equality, equity, security, and 
self-realization,31 it is clear that they have an important role 
to play as health promoters.
As a group, physicians were also less likely to report 
willingness to do more health promotion and prevention. 
It should be noted that it was male physicians who work in 
hospitals that lowered the mean value. Among these physi-
cians, some are likely to be active in medical specialties with 
high prestige and status. Health care is gender-coded and 
hierarchical in its power relations between men and women, 
professional groups (with physicians at the very top), and 
between medical specialties.25 Therefore, a good question 
to ask is, if the male physicians who work in hospitals are 
less interested in further development of health promotion, 
what will be the consequences for setting priorities within 
health care systems and for the implementation of more 
health promotion in health services?
Barriers for health promotion in practice
The literature reveals that lack of time/heavy workload is 
a commonly experienced barrier for health promotion in 
practice.11,32–39 In our study, heavy workload emerged as the 
core constraint in all professional groups and was even more 
important for primary health care personnel than for hospital 
personnel. This is especially serious given that primary care 
is a particularly important player in health promotion because 
of its large contact area in the whole population.
Adequate time is an important element of individual 
capacity to practice health promotion (and in the personal and 
professional development that enhance such practices).40 This 
is true even if lack of time cannot always be blamed, and if 
there might always be reasons to suggest the need for work-
load reduction. Our previous qualitative study gave insight Journal of Multidisciplinary Healthcare 2010:3 submit your manuscript | www.dovepress.com
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Table 3 Barriers for health promotion in practice, among those reporting willingness to focus more on health promotion and disease 
prevention
Limited  
competence
Heavy workload Lack of managerial   
support
No one listens   
to my ideas
My competence is   
not asked for/used
Low  
decision-latitude
Unclear  
objectives
Lack of guide lines Low priority from  
the management
Lack of  
reward-system
Lack of  
co-operation
Other
% P % P % P % P % P % P % P % P % P % P % P % P
Sex 0.606 0.437 0.675 0.308 0.779 0.843 0.789 0.476 0.186 0.886 0.141 0.505
Men 13 74 15 8 25 17 38 42 39 23 30 12
Women 16 68 13 5 22 18 40 48 30 22 20 10
Workplacea 0.127 ,0.001 0.318 0.134 0.224 0.038 0.858 0.047 0.872 0.432 0.583 0.330
Hospital 18 62 12 6 21 21 40 51 31 24 22 11
PHcc 11 87 16 3 27 11 39 38 30 19 20 8
Profession 0.022 0.002 0.394 0.976 ,0.001 0.733 0.110 0.546 0.201 0.405 0.697 0.627
counselor 14 76 28 4 22 22 49 49 41 31 22 10
Dietician 0 79 21 0 57 14 57 57 43 21 21 21
Midwife 12 76 20 5 29 20 29 48 24 32 17 5
nurse 16 64 12 5 20 16 43 46 27 21 20 10
Occup. therapist 7 74 13 6 53 13 32 39 32 19 32 10
Physician 23 84 11 6 18 22 30 46 37 26 21 9
Physiother 5 63 16 4 37 16 38 60 38 20 27 12
Psychologist 4 55 8 7 17 14 49 41 38 10 25 20
Years in profession ,0.001 0.711 0.439 0.191 0.100 0.754 0.414 0.659 0.782 0.850 0.278 0.146
0–8 30 72 9 2 19 15 37 47 32 22 20 9
9–17 8 67 12 8 32 21 42 48 30 21 27 17
18–28 10 72 15 7 20 16 44 52 28 26 24 8
29–42 7 63 19 5 17 20 29 40 37 21 12 4
Field of work
research 0.106 0.648 0.753 0.278 0.267 0.758 0.742 0.401 0.327 0.373 0.692 0.388
  no 17 70 13 4 22 18 40 46 30 23 21 10
  Yes 10 67 14 8 29 16 38 52 36 18 24 13
Teaching 0.267 0.279 0.219 0.417 0.255 0.063 0.537 0.383 ,0.001 0.286 0.804 0.989
  no 17 68 12 5 22 20 40 48 27 21 21 10
  Yes 11 75 18 7 29 10 36 42 49 27 23 10
Total 16 70 13 5 23 18 40 47 31 22 22 10
Note: aWorkplace “other” was excluded from the analysis due to low number.
into the ways in which lack of time impedes the delivery of 
health promotion services.9 Also in the present, quantitative 
study, several of the health professionals commented that 
they dealt with the ‘time issue’. For example, they said that 
prioritization was given to those who are already ill, and 
that there was too little time with each patient and not enough 
time to focus on health promotion during emergency care. As 
long as no one demands access to health promotion efforts, 
curative care will be prioritized because the needs are more 
obvious and often require immediate action. Consequently, 
health promotion will be something that occurs infrequently 
and something extra that is added if the health professionals 
have time.
Lack of guidelines and unclear objectives were the   second 
and third reasons given as barriers. A service with clear over-
all goal and tangible milestones increases the possibility of 
a shared vision of mission, and this in turn facilitates priori-
tization, coordination, and rationalization.41 In this manner, 
health promotion will not only become an expression of the 
individual employee’s initiative and commitment.
Routines and programs promote the development of more 
structured and systematic health promotion.41 Evidence-based 
health promotion and disease prevention methods and strate-
gies need to be applied more widely, as there are obvious 
opportunities for health services to prevent disease by sup-
porting patients in changing unhealthy habits. To create a 
reasonably uniform practice among health care providers, the 
Swedish National Board of Health and Welfare is currently 
developing national guidelines for evidence-based methods 
that focus on preventive methods to influence tobacco use, 
hazardous use of alcohol, inadequate physical activity, and 
unhealthy eating habits.42
The fact that lack of competence did not appear as a 
major problem for health promotion activities could be 
questioned since effective health promotion requires a 
range of knowledge and skills.40,43 Dieticians, occupational Journal of Multidisciplinary Healthcare 2010:3 submit your manuscript | www.dovepress.com
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Note: aWorkplace “other” was excluded from the analysis due to low number.
therapists, physiotherapists, and psychologists, based on 
their core professional knowledge, consider themselves 
to possess adequate health promotion competency. The 
physicians felt least skilled in dealing with health promo-
tion and prevention issues. This finding might reflect that 
their work, compared to others, is more medically oriented. 
Lawrence argues that ‘physicians are by nature and training, 
problem-solvers, influenced by the diagnostic and therapeu-
tic interventions made possible by the advances of biomedi-
cal science’.44 The literature suggests that physicians need 
more skills in health promotion interventions, lifestyle 
counseling, empowering communication, and in the task 
of motivation.9,12,32,33,45–47 However, our study found that 
in addition to creating structures that facilitate acquisition 
of further competencies, efforts to take advantage of the 
knowledge and skills that already exist among workers must 
be improved. The fact that limited competency was signifi-
cantly associated with fewer years in profession indicates 
that education in health promotion needs to be reinforced 
in basic training programs.
Conclusions and practical 
implications
This study shows that there is strong support for the idea 
of implementation of more health promotion in health ser-
vices. Half of the staff feel that health services should make 
prevention the priority rather than treatments. Although 
there is strong support for more health promotion, not all 
health professionals can be expected to have more health 
promotion and prevention as a personal work goal. There 
are several explanations for the fact that half of the health 
professionals did not report willingness to develop health 
promotion and prevention roles. Our study showed that on 
the group level, willingness was associated with gender, 
profession, and workplace (hospital or primary health care 
center). Why men and counselors are less interested needs to Journal of Multidisciplinary Healthcare 2010:3 submit your manuscript | www.dovepress.com
Dovepress 
Dovepress
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be elucidated in future studies. On the individual level, traits, 
types of   experiences, interests, and current tasks, interpreta-
tions of what may be incorporated into health promotion, 
and the ability to identify health promotion as part of their 
own professional role may be the explanations. A fear that 
they will not be able to develop the required new skills and 
behaviors may be another explanation.
An important leadership role is to provide direction, ie, to 
clarify the vision and strategy, and to create and seize interest 
and commitment for the work.48 A number of professions that 
are not usually associated with health promotion appear to 
have the knowledge and wish to focus more on health promo-
tion and disease prevention. Management has a major role in 
taking advantage of the knowledge and the interest of such 
professionals, ie, psychologists, occupational therapists, and 
physical therapists, and to create opportunities for them to 
be part of a health promotion practice.
Men and physicians have less positive attitudes toward 
health promotion in health services. Male physicians who 
work in hospitals make up a large proportion of those who 
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are not interested in developing their own health promotion 
roles. This group often possesses positions of power. It is, 
therefore, important to consider how they can be involved in 
the change process in an active and positive way.
In many respects, the various professions face similar 
barriers for performing health promotion in practice. In some 
cases, the barriers differ significantly, and they also differ 
between primary health care and hospital personnel. This 
means that health professionals have different opportunities 
for health promotion. Heavy workload emerged as the core 
constraint for all professional groups and was more impor-
tant for primary health care compared to hospital personnel. 
This is a reality that cannot be ignored. Management support 
is critical for the availability of time and other resources 
required for health professionals to engage in health pro-
motion.40 Hence, an important task at the managerial level 
is to provide support for staff in the prioritization of differ-
ent actions and thereby direct the balance between health 
  promotion/prevention and curative care. The fact that almost 
a quarter of health professionals claim that their knowledge 
is not used to advantage indicates that the potential for health 
promotion in health service is not optimally used.
Finally, it should be stressed that each person’s energy, 
expertise, and innovation are needed to advance the businesses 
of health promotion. Through development of human systems 
and creation of conditions for human action and interaction, 
health promotion will move forward. By building trust, respect, 
and a good emotional climate, opportunities for learning, skill 
development, and regeneration will be created.49 In this way, 
health professionals will be supported in role development, 
dare to change their ways of thinking and their behaviors, and 
might be more willing to try new ways of working.
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